Two reports published in this issue of Eurosurveillance address the potential impact of migration on tuberculosis (TB) epidemiology in the EU/EEA [3, 4] . The article by Hollo et al. [3] focuses on the influence of migratory movements within the EU/EEA of people originating from other EU/EEA countries. Within the EU, free movement of persons is a fundamental right which is guaranteed to EU citizens by the Treaties [5] . In 2013, 3.3% of all TB cases notified in the EU/EEA originated from other EU/EEA countries and more than 60% of those originated from Poland and Romania. This reflects the diversity of the epidemiological settings and migration flows within the EU/EEA, with Romania having a high TB notification rate whereas the TB notification rate in Poland is only slightly above the EU/EEA average [6] . The article addresses the possible impact of this diversity on the local incidence of disease. Ködmön et al. [4] analysed the epidemiology of TB cases in individuals originating from outside the EU/EEA. In 2013, these accounted for 22% of all notified TB cases. The difference in incidence between the migrants' country of origin and country of settlement may be greater than the differences between EU/EEA countries, and the potential impact is a matter of concern.
The latest TB surveillance data report, published by the World Health Organization Regional Office for Europe and the European Centre for Disease Prevention and Control on the occasion of World TB Day 2016, shows that in 2014, 58,008 TB cases were reported by 29 EU/ EEA countries (Italy and Liechtenstein did not report), a notification rate of 12.8 TB cases per 100,000 population [6] . Since the start of EU-level TB surveillance in 1995, the annual number of reported cases has decreased by almost 50% [7] , with a decrease in the TB notification rate of on average 3.8% per year in the last five years. There is significant heterogeneity in the EU/EEA, with country-specific notification rates differing more than 30-fold, ranging from 2.5 in Iceland to 79.7 per 100,000 in Romania, and with 18 countries reporting rates below 10 cases per 100,000. Likewise, the case load is unevenly distributed with three countries (Poland, Romania and the United Kingdom (UK)) accounting for ca 50% of all reported cases and Romania alone accounting for 27% of all cases.
Of all TB cases notified in 2014, 15,565 (27%) were diagnosed in individuals of foreign origin, i.e. is born in a country different to the reporting country [6] . The proportion of TB cases in individuals of foreign origin increased in the last decade from 20% in 2005 to 27% in 2014. This proportional increase does not reflect an increase in numbers. Country-specific proportions of TB cases in individuals of foreign origin ranged from below 1% in Bulgaria, Poland and Romania to above 75% in Cyprus, Iceland, Luxembourg, Malta, Norway and Sweden (Figure) .
Four countries (France, Germany, Spain and the UK) reported 75% of all cases in individuals of foreign origin. Thus, for the EU/EEA to progress towards TB elimination, we need to address TB in migrant population groups [8] .
The TB notification data of 2015 are currently being collected by the countries and will be notified to the EU-level surveillance system later this year. EU-level TB surveillance data allow for evaluating total number of TB cases in individuals from other countries but not for assessing the influence of recent migration on TB epidemiology since information on time since arrival in the country is not requested. This information is collected in a number of EU/EEA countries, for example in UK and the Netherlands [9, 10] .
Historically, migrants have frequently been regarded as potential carriers of disease that could be transmitted to the local population or generate costs to the health system. This was already the case when Europeans migrated to America in the 19th century and were submitted to stringent health controls before departure and on arrival, mainly for the identification of TB and psychiatric diseases, thus ascertaining that they would not be a financial burden for the society [11] . Hollo et al. [3] showed that only a small proportion of TB cases in individuals of foreign origin in EU/EEA countries originated from other EU/EEA countries and therefore transmission associated with migration within the EU/ EEA will be limited. While the report by Ködmön et al. [4] acknowledges the important and increasing contribution of migration from high-incidence countries outside the EU/EEA to the epidemiology of TB in Europe, the risk of TB transmission to the resident population appears to be negligible based on the results of studies using genotyping information [12, 13] .
Screening migrants, before, at or after entry, may be considered and is an option that is implemented by some EU countries [14] . It aims at identifying active TB cases before or soon after arrival in the host country to ensure treatment and to limit onward transmission. The timing, extent and procedure of screening applied in the different EU/EEA countries are very diverse [14] and information on cost effectiveness is limited [15] . What has been shown is that TB rates often remain high in migrant populations long after entry into the host country due to reactivation of a previously acquired TB infection or, more rarely, recent infection acquired in the receiving country [16, 17] . Therefore, some countries submit migrants to repeated screening [18] . In general, this implies higher costs, and the yield of repeated screening seems to decrease with time.
It is important to remember that, even in population groups where TB is considered a frequent disease, the incidence rate is seldom higher than 200 per 100,000 population, meaning that the vast majority of migrants, . . . . .
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Source: [6] even those originating from so-called high-incidence countries do not have and never will develop TB. Targeting the appropriate group and using the appropriate method for screening is therefore important and can reduce the cost of the procedure.
The estimated TB incidence in two of the three main countries of origin of the current migrants (Afghanistan, Iraq and Syria) is not substantially different from that in the EU/EEA, i.e. 189 per 100,000 population in Afghanistan, 43 in Iraq and 17 in Syria vs 13.2 per 100,000 in the EU/EEA (range: 3.3 in Iceland to 81.0 in Romania) [19] . As expected, the number of TB cases detected when screening Syrians is low [20] . Thus, screening for active TB is presumably not a good option for migrants from low TB incidence countries. Nevertheless, migrants may have an increased risk of acquiring TB infection or developing TB disease due to the challenging conditions encountered during travel to the EU/EEA or while waiting in the reception centres or temporary housing for the result of their application for refugee status. A pilot study conducted in Switzerland demonstrated that migrants who travelled by ground and sea transportation had a significantly higher risk of having latent TB infection (LTBI) than migrants travelling by air [21] . Thus travel and housing conditions should be taken into account when assessing whether screening programmes are necessary.
To reduce the pool of TB-infected cases that might give rise to active TB cases, migrants can be screened for LTBI by tuberculin skin test or interferon gamma release assay. This strategy has been implemented in some countries for all legal migrants, for selected categories of legal migrants or for asylum seekers/refugees [14] . Screening for LTBI and providing preventive treatment has been shown to be cost-effective for migrants from countries with a TB incidence of more than 200 per 100,000, especially if the strategy is focused on young migrants [22] .
In conclusion, even though the majority of migrants entering the EU at the moment do not originate from high-incidence countries, TB in migrants is proportionally becoming more important in the EU/EEA. Migrants may arrive in the EU/EEA with TB or develop TB later on due to a latent infection contracted in their country of origin. Screening for active disease (by radiography or clinical examination) can diagnose prevalent TB but will not reduce incident TB after arrival. Thus, it is crucial to make the health system accessible to all, including undocumented migrants, and to provide migrants with the care that they need to ensure early TB diagnosis and treatment [23] .
